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Final Observations
Statement of Licensure Violations

300.610a)
300.1210b)
300.1210d)6

Section 300.610 Resident Care Policies

a) The facility shall have written policies and
procedures governing ali services provided by the
facility. The written policies and procedures shall
be formulated by a Resident Care Policy
Committee consisting of at least the
administrator, the advisory physician or the
medical advisory committee, and representatives
of nursing and other services in the facility. The
policies shall comply with the Act and this Part.
The written policies shall be followed in operating
the facility and shall be reviewed at least annually
by this committee, documented by written, signed
and dated minutes of the meeting.

Section 300.1210 General Requirements for
Nursing and Personal Care

b) The facility shall provide the necessary care
and services to attain or maintain the highest
practicable physical, mental, and psychological
well-being of the resident, in accordance with
each resident's comprehensive resident care
plan. Adequate and properly supervised nursing
care and personal care shall be provided to each
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resident to meet the total nursing and personal

care needs of the resident.

d) Pursuant to subsection (a), general nursing
care shall include, at a minimum, the following
and shall be practiced on a 24-hour,

| seven-day-a-week basis:

6) All necessary precautions shall be taken to
assure that the residents' environment remains
as free of accident hazards as possible. All
nursing personnel shali evaluate residents to see
that each resident receives adequate supervision
and assistance to prevent accidents.

These Requirements were NOT MET as
evidenced by:

Based on interview and record review, the facility
failed to supervise a resident (R5) with high fall
risk, dementia, Alzheimer's disease, and poor
safety awareness of 3 residents reviewed for
falls. This failure resulted in R5 having an
unwitnessed fall resulting in a fractured wrist and
jaw.

| Findings include:

On 6-26-22 at 11:31 AM, V1 (DON) said R5 is
alert and oriented x 0. She might be able to make
her simple needs known. She is primarily Greek
speaking. RS has Alzheimer's and dementia. She
has poor safety awareness. R5 is a high fall risk.
RS had an unwitnessed fall. R5 was up walking
by herself. RS needs handheld assistance with
walking. R5 walked by herself and fell.

On 5-24-22 at 1:17 PM, V7 (CNA) said R5 has
Dementia, confusion, unable to make her needs
known. R5 had a steady decline and is unsteady
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